The 50-year run of the journal Occupational Medicine and its forbears demonstrates the ways in which UK occupational medical practice has developed and changed since 1950. This has been in response to changes in society, technology and medicine. The journal has played an important part in education and professional development. It has also been the voice for the aspirations and concerns of its readers. Two aspects stand out: the development of occupational medicine as a speciality, and the way in which a medical model for occupational health service provision has been championed. A distinguished line of journal editors has been central to the crystallization of ideas within occupational medicine and their editorials map out professional successes and challenges over the years.
INTRODUCTION
The journal of a professional society does not stand alone as a record of events and hopes. It is a selective account of the interests and concerns of the society as interpreted by its editor and influenced by the enthusiasms of people who write for it. This history uses the journal as a source from which to identify trends in occupational medical practice. These trends should be considered in the context of wider events: the overall pattern of health care provision; 1 the longer term history of occupational health; 2 other aspects of the history of the professional society, 3 and parallel governmental activities. 4 Only a selection of the articles which appeared in the journal have been referenced but, where possible, the first and subsequent key contributions on major topics which reflect on the development of occupational medicine are noted. Quotations from the journal are included where they present a concise contemporary view; in this selection editorial material is over-represented as it is likely to be an indicator of collective society views. Fewer articles from recent issues have been referenced as it is not yet possible to assess their importance with the benefit of hindsight.
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THE JOURNAL: ORIGINS AND DEVELOPMENT
The first issue of the Transactions of the Association of Industrial Medical Officers was published in April 1951. This was 15 years after the foundation of the Association and 6 years after the launch of the British Journal of Industrial Medicine (BJIM-later to become Occupational and Environmental Medicine). Since 1948, the Association had produced a quarterly bulletin containing news items and commentary but it was soon agreed that a record of Association meetings as well as other papers on occupational medical practice was needed by members, some of whom it seemed, felt that the research and academic emphasis of the BJIM did not reflect their interests. However, as the last issue of the bulletin stated:
Finally, this new publication will in no way compete with the British Journal of Industrial Medicine; it is hoped that it will be complementary to the Journal and provide a means of disseminating knowledge of the practical side of industrial medicine, and at the same time record the growing activities of the Association. (1951) Is it possible to summarize the ethos and role of this 50-year old publication, of which about 500 copies are sold and about 2000 are circulated to society members, who fondly know it by its cover colour as 'the yellow peril'? It has both reflected the development of occupational medical practice in Britain and has also helped focus a shared vision for the future. It displays the development of the Association of Industrial Medical Officers from its earlier days into the current Society The journal originally included reports on national and regional group meetings and on the work of the committees and officers, although this coverage was reduced after 1975 when a newsletter was started. It has also shared in celebrations for the society's 21st 10 and 50th birthdays. 11 Its sparky and dedicated editors have played a major part in this by selecting, commissioning and sometimes even touting for articles as well as by their editorials which are the first port of call for many readers. While they have trimmed and adjusted the style over the years there has been considerable continuity. The bulk of contents are reviews, commentary and assessment of occupational medical practice and of the evidence underlying it. Editors have introduced several series of commissioned articles, including 'Health care in ... .' (sectors of industry); 'manufacturing processes'; 'target organs'; 'viewpoints' -extended commentaries, and most recently 'in-depth reviews'. The number and importance of original research papers has always suffered from the premier position of BJIM, although a number of significant surveys of risks, 13 including some exotic ones such as:
A comparative study of chilli grinders with paprika splitters. (1983) 14 and of the effectiveness of intervention 15 Its coverage of practice has been unrivalled. Because of this it has a major educational role and it has always been seen by its parent organization as a way of spreading good practice among all those concerned with health at work. 20 ' 21 Authors have come from a range of backgrounds: in addition to the contributions of members many specialists from other disciplines have been featured. This was originally because they made presentations at Association meetings but now it is more often because they wish to communicate with the audience who read the journal. A readership survey in 1987 22 indicated a generally satisfied readership but suggestions received included making the journal a common means of communication from the society, the faculty and the Royal Society of Medicine. A more heavyweight research contribution was not supported and more case reports were wanted.
Early issues were very much the house journal of a developing professional body but over the years the journal has slowly evolved into a wider scientific journal of occupational medical, and sometimes health, practice. Contributions have come from a wider range of disciplines and become much more international. A determined effort was made to redirect the journal in the early 1990s to include practice in both developed and developing countries and the success of this has been seen in recent years.
Developing a common body of knowledge and practice has another purpose and this relates to the establishment of a membership, which sees itself as a defined special interest group with a mission to develop this body both in its own interests and for the public benefit. The growth of aspirations for specialist status and the route by which it was achieved can be followed, as can the evolution of a model for occupational health (often taken as being synonymous with occupational medicine) practice which could place members in a dominant and secure position.
Thus, the journal can be thought of as having three faces:
• words on paper published at regular intervals, as described above; • a record of changing concerns and developing practice in occupational medicine; • a vehicle for the aspirations of a group of doctors who wish to define their professional status and position in more favourable terms.
The expressions on each of these 'faces' give pointers to the interests of authors, readers, and above all, the editors over the last half century.
THE BASIS FOR PRACTICE
One of the clearest features to emerge from the contents lists of the journal is the extent to which technology, health and medicine have changed over the last 50 years. Many of the occupations and industries discussed in early issues have changed beyond all recognition. An article on steam train driving, starts with the comment:
Among small boys the locomotive driver is invested with glamour. (1951) 23 The production of coal gas has ceased, 24 to be replaced with the decontamination of former gas works sites. 25 chest cardiac massage gained acceptance. 87 89 Health promotion comes in a range of guises, from executive medicals, 90 ' 91 via participation in studies of heart disease prevention, 92 to behavioural and educational techniques. 93 ' 94 At times, topics such as vision and work are reviewed as a whole, considering occupational risk, performance requirements and the role of the working environment in both. 95 Facets of practice, such as ethics, which were for long assumed but not discussed became subjects for invited lectures by experts 96 ' 97 and editorial comment:
Ethics and etiquette are frequently confused. (1997) 98 The place of research in informing practice is a topic which is agonised over on several occasions, especially in relation to the activities (or lack of them) of the society's research panel.
99 ' 100 A 1962 editorial, which also discusses the lack of immediate relevance of much research to practice and the dearth of practice related research), stated: If research is so important to our speciality, why do we not expend more time and effort in teaching the necessary skills? (1998) 105 The final aspects of practice discussed on several occasions are developments in the health care system in general, 106 especially as they relate to medical specialisms and training, and the regulatory aspects of occupational health and safety. Regulation and proposals for it often come in for critical comment or at best faint praise, 107 as the following quotations illustrate. In 1964 there was editorial comment on the lack of a requirement to measure atmospheric mercury levels because of the cost: 
THE PROFESSIONAL ASPIRATIONS OF OCCUPATIONAL MEDICINE
Two main but linked sets of aspirations can be traced: to obtain the professional standing of a recognized medical speciality, and to make a medically led model for occupational health a part of public policy. Occupational medicine has long been unusual in that doctors practise largely outside the National Health Service and hence have been denied the ready benchmarks of service grades, such as consultant, by which to define their status in their own eyes and that of their medical colleagues. Society membership was always diverse in that commitment to occupational medicine varied from those with full time salaried posts to a those who undertook a few sessions a week but who were primarily general practioners (GPs).
There are, however, a number of parallels for this in some of the earlier developments among other practitioners seeking a recognized specialist status and security, notably in public health. In the late nineteenth century, doctors working in public health tried to make common cause on a range of issues and found that there was a fault line between those who worked full time and were salaried by local authorities, and those who were clinicians with part time contracts. This weakened their ability to develop a coherent professional position as the leaders, in the main salaried, could not carry the rest with them. 113 More recently, the same group has witnessed, with reluctance, what was once a medically led public health function (their professional ideal), change into one where a range of new and separate professional groups such as environmental health officers and social workers take the lead in defined areas and call for medical skills when required. Surprisingly these parallels have not been the subjects of discussion in the journal.
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PROFESSIONAL STATUS
It is easy to trace the content of practice through the pages of die journal, but identifying the professional 'mission' of members, as expressed in writing, is more obscure and open to several interpretations. It has to be looked at in the context of activities elsewhere in the medical profession and in society. Nonetheless, the journal does provide a unique record of the views and opinions of members, as well as sometimes the comments of others, on the way in which a group of doctors 115 strove to develop, from a disparate band of practitioners concerned with a common set of workplace related issues, into a speciality accepted as such by the rest of their profession. This can be seen as their goal even prior to the start of the journal: In 1959 an editorial commented on the rules drawn up by the BMA, originally in the 1930s, on the demarcation between GPs and IMOs particularly in relation to providing treatment.
The average doctor is impatient with inter-union disputes about who drills the holes: would the managing director and shop steward be entirely wrong in imagining the existence of a similar mentality behind the Ethical Rules. 123
The development of the discussions on training 124 and specialist status can be traced in society submissions and news items. For instance, suggesting to the GMC in 1967 that there should be a statutory general diploma relevant to a range of community health skills. 125 A year later, editorial views supported the Royal College of Physicians response to proposals for changes in the Appointed Factory Doctor Service which suggested the concept of specialist status within the NHS. The need for recognized training arrangements as a pre-requisite for creating an accepted speciality became a big issue in the mid-1970s, and one that had the potential to exacerbate the split between members who were in full time occupational medicine and those who were primarily GPs. The need for a place within the medical firmament was seen as acute:
There is widespread concern that unless the profession sets up its own standards of training and professional competence for the practice of occupational medicine, the Health and Safety Commission may feel obliged to do so. (1976) 130
The creation of a specialist training committee, as part of the Joint Committee on Higher Medical Training soon provided a basis for this. 131 The society's education panel was critical of some of the detail, especially the proposals for procedures which could cause problems for doctors working part time. 132 In 1983 the president of the society (unusually) wrote an editorial which emphasized the lack of training courses for part timers but incidentally pre-empted the term 'occupational health' to apply solely to medical training! 133 '
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The position of the society and its journal on training and professional recognition was radically altered by the creation of the faculty
With the setting up of the Faculty of Occupational Medicine it can (very nearly) be said that 'isolation from the mainstream of medicine' is a thing of the past. The problem of training is still with us, but at least we can now see the mechanism through which it will ultimately be solved. Thanks partly to the Faculty, but also through the accumulated experience of the work of occupational physicians, it can surely be said that we have fully achieved 'respectability' in the eyes of our professional colleagues. (1983) 135
Subsequent commentary on training included a renewed interest in training for GPs in occupational medicine. 136 The development of distance learning methods suitable for use by part-timers was reviewed, 137 and there were critical comments on proposals for National Vocational Qualifications in health and safety, which could undermine traditional professional boundaries. 138 More generally, the growth in arrangements for continuing medical education was welcomed. 139 The The rise of pressure groups and media interest also began to be felt, with groups such as the British Society for Social Responsibility in Science producing their own critiques of professional appraisals of risks much to the discomfort of members.
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The promulgation of an approach to occupational health based on the medically led department or service can also be traced, but not to such a clear conclusion as that on specialist status, although the two sometimes interact. There is, by contrast, less discussion of the key objectives of occupational health practice and how best to meet them, 175 or of the importance of each objective for different stakeholders, 176 " 181 such as employers, with their concerns about cost, personnel management and liability; trade unions, which wish to secure workers rights and their own position as advocates;
Do we agree that, as the Labour
182 ' 183 and the government, with its industrial and employment polices, and its regulatory authorities, who are exercised by enforceability and quality of evidence on risk. 184 ' 185 The lack of direct interest by stakeholders in, and indeed suspicion of, the professional aspirations of members is not analysed but forms the basis for critical comment, Similar sentiments are expressed in society comments to the Robens Committee, which later led to the Health and Safety at Work Act. 190 Subsequently, members were very critical of the committee's narrow definition of occupational health as being restricted to the effects of work on health, for which they blamed evidence from the Department of Employment. 192 These rather variable responses indicate some of the tensions within the society, which could do little except be critical of any divergence from the model espoused by members, one which was rarely articulated clearly or presented in terms of an analysis of the health care needs of people at work. Employers, authorities and counties were styled 'enlightened' when they had medically led occupational health services, but the case for this accolade was made mainly in terms which failed to disguise an element of professional self-interest.
Hopes for medically led services being required as a matter of public policy were again dashed by the report of the House of Lords Science and Technology Committee in 1984, which recommended 'a voluntary code of practice', something which then sunk into an administrative black hole because it was incompatible with the approaches of the Health and Safety Commission. 193 In more recent times the journal has carried many fewer contributions on the grand design of national occupational health services and an ever increasing number of articles on the management of occupational health and its quality. 194 ' 195 Could this reflect greater security among members now that they have their own faculty? Was it a consequence of a long period of government which was both deregulatory and antiprofessional? The development of evidence based methods for practice and their application has been discussed: 196 The dilemma for occupational medicine is whether to stake our place in the company of science-based medicine ( 197 A preoccupation with the changing structure of industry and its implications for readers is also apparent, 198 ' 199 showing both potential threats to existing arrangements for practice and the opportunities being grasped by some forward looking writers. This has led to greater consideration of justification for Splendid isolation in the human resource or employee relations department will not allow maximisation of corporate value. (1999) 200 The new millennium shows promise of a questioning approach, but with claims being laid to additional areas of competence for members! Occupational medicine is evolving to meet the needs of the 21st century. There is a need to define the remit of occupational and environmental medicine in order to facilitate the development and maintenance of the requisite professional competencies, the establishment of educational goals for practitioners and production of a professional product for the global market place. The delivery of occupational health services will be underpinned by quality assurance systems. 2 
! CONCLUSIONS
What does the 50-year run of a journal tell us about occupational health and its practitioners? I believe that the following general points can be made.
1. That a substantial body of knowledge, both about risks and about practice has been developed, although the interest of the editors and, probably, the readers, has focused on the immediate and practical problems rather than on the academic base and the rigorous evaluation of effectiveness. 2. That this body of knowledge has formed the basis for the differentiation of a group of doctors, working on health at work, into a recognized speciality. 3. That in the course of this differentiation there were both internal tensions and areas of challenge from a range of other bodies. 4. That the editors have played a key role in the development of the vision and the speciality, both by their editorials and by the papers they published. 5. That, much to the frustration of commentators from within occupational medicine, the medically led model of occupational health practice which members developed and supported, was adopted selectively by some large organizations but did not become a model for public policy. 6. That in the last two decades, following the resolution of professional status, by the creation of the faculty, and through a long period of government which was unsympathetic to professional advancement, and to the need for regulation of working conditions, there has been less emphasis on campaigning and more on the knowledge base of practice and its effective application. 7. That any journal reflects that which is fit to print rather than the totality of emotions within a professional society; hence more could be told but will never be written!
